This paper provides an overview of empirically based assessment and taxonomy, as illustrated by cross-cultural research on psychopathology. The empirically based approach uses standardized assessment procedures to score behavioral and emotional problems from which syndromes are derived by multivariate analyses. Items and syndromes are scored quantitatively to reflect the degree to which individuals manifest them, as reported by particular informants. Although the approach to assessing problems and to constructing taxonomic groupings differs from the ICD/DSM approach, there are no inherent contradictions between either their models for disorders nor the criterial features used to define disorders. Cross-cultural comparisons have yielded relatively small differences in problem rates and syndrome structure, plus considerable similarity in associations of problems with sex and SES, as well as similar correlations between reports by different types of informants. Research on variations in problems in relation to culture, sex, age, SES, and type of informant can contribute to improving both the ICD/DSM and empirically based approaches and to a more effective synthesis between them.
Introduction
We have been asked to present our empirically based approach to assessment and taxonomy in a way that will be helpful to workers in a variety of countries. We will first present the key features of our empirically based approach. This approach has diverse applications to clinical services, training, and research. However, we have chosen to ilIustrate the approach in terms of cross-cultural applications, which should be of particular interest to the international readership of this journal.
Originally developed to advance our understanding of child and adolescent psychopathology, the empirically based approach has also been extended to young adulthood (Ferdinand et al., in press; Achenbach et al., in press ). The main challenge that initially prompted the empirically based approach was the need for a better differentiated nosology for child and adolescent behavioral/emotional disorders (Achenbach, 1966) . Although a differentiated nosology for adult disorders had been available since the 19th century (Kraepelin, 1883) , very few diagnostic categories were designed for preadult disorders. Furthermore, those few diagnostic categories had not been derived from assessment of representative samples of children or adolescents. To advance communication, clinical services, training, theory, and research, it was necessary to determine what constellations of behavioral/emotional problems actually occurred among troubled youngsters.
As electronic computers became available, multivariate statistical methods were increasingly used to identify constellations of problems that tended to co-occur. Reviews of the early efforts concluded that certain sets of co-occurring problems F. C. Verhulst and T.M. Achenbach were repeatedly found, despite wide variation in methodology (Achenbach & Edelbrock, 1978; Quay, 1979) . Building on these "first generation" efforts to detect patterns of co-occurring problems, later research tested the replicability of specific syndromes of problems in parents' ratings of multiple clinical samples . Thereafter, cross-informant syndromes were derived that embodied sets of problems found to co-occur in parent, teacher, and self-ratings of children and adolescents referred for mental health or special education services . Because the cross-informant syndromes reflect the common elements of patterns found in ratings of different samples, by different types of informants, on different instruments, they provide a basis for taxonomically representing different kinds of psychopathology.
Features of the Empiricallg Based Approach
The empirically based approach uses standardized assessment procedures to score the behavioral and emotional problems of large samples of subjects. Multivariate analyses are then applied to the problem scores ofclinicaUy referred subjects in order to identify syndromes of co-occurring problems. The scores obtained by an individual can be used to determine how closely that individual's problems resemble each of the empirically derived syndromes. The syndromes thus provide a basis for describing and grouping individuals according to the problems that they manifest. They also provide a basis for targeting interventions, for evaluating changes in response to interventions, and for focusing research and theory on particular kinds of problems.
Comparison with the Nosological Approach of ICD and DSM
There is no inherent contradiction between our empirically based approach to deriving syndromes and the nosological approach embodied in the International Classification of Diseases (World Health Organization, 1992) and recent editions of the Diagnostic and Statistical Manual (DSM) of the American Psychiatric Association (1980, 1987, 1994) . In fact, numerous studies have reported statistically significant associations between our empirically derived syndromes and many clinical variables, including DSM diagnoses (e.g., Edelbrock & Costel1o, 1988; Weinstein et a1.,1990; R.ey & MorrisYates, 1992; Gould et al.,1993; Chen et al., 1995) .
Similarities to the ICDIDSM Approach
Although our empirically based approach uses quantitative methods to identify co-occurring problems and to score individuals in terms of scales, it does not assume that every disorder merely involves quantitative gradations along a particular dimension. On the contrary, because no one yet knows the true nature and boundaries of many behavioral/emotional disorders of childhood, quantitative methods can help to determine which problems are more effectively conceptualized as categorical, which are more effectively conceptualized as quantitative, and which require a mixture of categorical and quantitative concepts. Much research has already made use of the quantitatively derived syndromes to identify categorical cutpoints that discriminate effectively between subjects who do versus do not meet categorical diagnostic criteria (e.g., Chen et al., 1995) . Other research has used cluster analysis to identify types of problem patterns for categorizing individuals according to their overall profiles of syndrome scale scores (Edelbrock & Achenbach, 1980; Achenbach, 1993) .
Just as the quantitative derivation of syndromes does not inherently contradict categorical models for disorders, the nosological approach does not inherently contradict quantitative models for disorders. Hypertension, for example, is defined largely in terms of quantitative deviations from norms for blood pressure. Many other quantitative parameters, such as body temperature, heart rate, and white cell count, provide diagnostic criteria for a variety of diseases.
Differences from the ICDIDSM Approach
To advance our understanding of child psychopathology, we need reliable, valid, and generalizable data from both the empirically based and ICD/DSM approaches. Nevertheless, we also need to be aware of some differences between them at this point in their development.
One difference is that the empirically based approach progresses "from the ground up" -that is, it begins with standardized assessment of large samples of subjects and then uses multivariate analyses to derive patterns of co-occurring problems from the data. These statistically derived patterns can be used as a basis for taxonomic groupings of individuals. This approach has focused mainly on problems for which children are most often referred for mental health services, rather than on low prevalence disorders such as autism.
By contrast, the ICD/DSM approach can be described as progressing "from the top down" -that is, this approach starts with assumptions about the disorders that exist. Committees of experts then formulate criteria for determining whether an individual has a particular disorder. The assumptions and criteria are based on accumulated clinical experience, rather than being statistically derived from standardized assessment of specific samples of subjects. This approach has focused on rare as well as common disorders.
Besides differing in how it derives criteria, our empirically based approach also differs from the ICD/DSM approach in its use of quantification to assess individuals. R.ather than requiring presentversus-absent judgments of each criterial feature, the empirically based approach quantifies judgments by using scores such as 0 = not true of the subject, I = somewhat or sometimes true, and 2 = very true or often true. Informants base their scores on knowledge of the subject over a specified period, such as 6 months. In addition, each subject's standing on each syndrome scale is quantified by summing the subject's scores on the items comprising the scale. The degree to which subjects are reported to manifest the problems of a particular syndrome is thus measurable in terms of scores ranging from 0 (i.e., no item is true of the subject) to 2 • the number of items on the syndrome (i.e., all items of the syndrome are scored 2, indicating that they are all very true or often true of the subject). Furthermore, the subject's score on the scale can be compared with the scores of peers by converting the raw syndrome score to a percentile or a standard score (such as a T score) based on a particular reference sample.
For example, suppose we wish to determine how 13-year-old Jennifer's score on a particular syndrome compares with the scores of other 13-year-old girls on that syndrome. Ira representative sample of girls has been assessed using the same procedure and the same type of informants, the distribution of syndrome scores for that representative sample can be used to determine how high Jennifer's score is in comparison to other gifts of her age. To provide a comparison with "normal" girls, Jennifer's score can be compared with the distribution of scores for girls who are considered normal according to a particular criterion, such as not having been referred for mental health services. Other comparison groups can also be used, such as girls who are judged to need mental health services. Both nonclinical and clinical criterion groups are needed to distinguish between scores that are in the normal versus clinical range. By comparing the scores of nonclinical versus clinical criterion groups, we can identify cutpoints on the distribution of syndrome scores that effectively distinguish between the normal and clinical ranges. To highlight the area of overlap between scores from normal and clinical criterion groups, a borderline clinical range can also be demarcated.
Nonclinical and clinical criterion groups are often used to identify cutpoints on distributions of scores for biomedical measures such as blood pressure. Similar procedures are potentially applicable to the choice of criteria and cutpoints for diagnoses of behavioral/emotional disorders as well. However, the DSM currently defines disorders as being either present or absent, based on present-versusabsent judgments of each criterial feature. If each of the requisite criterial features is judged to be present, an individual is concluded to have the disorder. On the other hand, if an individual is judged to have even one less than the requisite criterial features, then the individual is concluded to be free of the disorder. The ICD is less explicit than the DSM in requiring present-versus-absent judgments about criteria1 features, but it also implies that most disorders must be judged either present or absent.
From Assessment to Taxonomy (and Back Again)
When mental health workers think about kinds of disorders or groupings of disorders, they are more likely to think in terms of "diagnosis" or "classification" than "taxonomy." However, both diagnosis and classification have meanings that may hamper efforts to develop clearer concepts of children's behavioral/emotional problems, especially for cross-cultural applications. On the one hand, the term "diagnosis" can be confusing because it encompasses (a) diagnostic processes -the gathering of data about cases; (b)formal diagnosesassignment of cases to diagnostic categories, such as those of the ICD and DSM; and (c) diagnostic formulations -comprehensive statements about inferred case dynamics. On the other hand, the term "classification" encompasses diverse groupings that may be irrelevant to the intrinsic characteristics of the cases.
Despite being less familiar, the term "taxonomy" emphasizes the goal of identifying patterns that mark important differences between groups of individuals. Within a particular culture, taxonomic distinctions among patterns of problems are essential for improving communication about individual cases; for choosing interventions on the basis of their efficacy in ameliorating particular patterns of problems; for evaluating outcomes; and for advancing research and theory regarding etiology, prevention, treatment, developmental course, and prognosis. Across cultures, taxonomic efforts are important for determining whether similar patterns of problems occur in different cultures and whether differences in patterns and prevalence provide clues to etiological factors that may be associated with culture.
The empirically based approach views assessment and taxonomy as two facets of the process of identifying important similarities and differences between individuals. According to this view, assessment is the identification of the distinguishing features of each individual. Taxonomy is the grouping of individuals according to their distinguishing features.
Our assessment procedures obtain data that are then analyzed to identify patterns of problems that tend to co-occur. Patterns of problems that are statistically robust across multiple analyses provide a basis for constructing syndrome scales on which to score individuals. That is, an individual's scores on the items of a syndrome are summed to obtain a total score for that syndrome. The individual's syndrome score can then be compared to the distributions of scores obtained on that syndrome by large samples of peers.
By displaying an individual's score on a profile comprising all the syndromes relevant to the individual's age and sex, practitioners can easily see whether the problems reported for the individual deviate much from the problems reported for peers. If the individual's scores are deviant, the profile of syndrome scores clearly indicates the areas in which the individual is deviant. The taxonomy of problem patterns derived from standardized assessment of large samples of individuals is thus, in turn, applicable to the assessment of new individuals. The empirically derived syndrome scales aggregate numerous specific problems into a relatively small number of taxonomic patterns for evaluating individuals, as well as for conducting research on new samples.
Cross-Cultural Applications
We have developed a family of standardized assessment instruments for obtaining data from parents, teachers, clinical interviews, trained observers, and the subjects themselves. From data on large clinical samples, we have derived eight cross-informant syndromes that can be scored from parent, teacher, and self ratings of both sexes between the ages of 4 and 18 . Because no one informant is likely to provide a complete picture of a youngster's functioning, a computer program is available for comparing data from different informants in terms of specific problems, empirically derived syndromes, and profile patterns identified via cluster analysis (Achenbach, 1993) . Counterparts of some of the eight cross-informant syndromes can also be scored from related instruments for obtaining standardized assessment data from clinical interviews (McConaughy & Achenbach, 1994) , direct observations (Achenbach, 1991 b) , and parent and self-reports for young adults (Achenbach et al., in press ).
We will focus here on the assessment of children and adolescents via parent, teacher, and selfreports, which have stimulated the most numerous and rigorous cross-cultural applications of our empirically based approach. Translations of the assessment instruments are available in 40 languages, findings have been published from 28 cultures, and applications of the instruments have been reported in some 1,500 publications (Brown & Achenbach, 1994) .
Strategies for Cross-Cultural Comparisons
An initial goal of most cross-cultural applications of the empirically based approach is to compare the distributions of problem scores obtained in samples that are representative of different cultures. By applying the same assessment procedures to samples from different cultures, we can determine whether a procedure developed in one culture yields similar results in a different culture. A finding of similar results supports use of the same assessment procedures for coordinating research, clinical communication, and training between the two cultures. Multicultural work that can use the same procedures extends research opportunities beyond those that are typically available in a single culture. Furthermore, findings that replicate in multiple cultures inspire more confidence than those that are found in only one culture.
On the other hand, if an assessment procedure yields significandy different results for representative samples from different cultures, this opens the door to research on the possible reasons for the differences. The reasons might range from methodological factors -such as differential use of response scales -to differences in cooperation by informants, and to cultural, biological, and environmental factors that are associated with the different results. By pinpointing reasons for cross-cultural differences, we can enlarge our understanding of the factors that may affect both psychopathology and its assessment.
The following steps are usually required for rigorous cross-cultural comparisons:
1) Extensive research to develop instruments in
Culture A, including thorough tests of reliability and validity. 2) Careful translation, back translation, and pilot testing of the instruments in the language of Culture B to capture the instruments' content in ways that are clear to the intended type of informant. 3) Application of the translated instruments to representative samples of people in Culture B. 4) Tests of the reliability and validity of the instruments in Culture B. 5) Rigorous statistical comparisons of the scores obtained by similar samples from Cultures A and B. Comparisons should employ samples that are similar with respect to variables that may affect scores within cultures, such as the age, sex, and referral status of the subjects, the type of informant, and socioeconomic status (SES). 6) To obtain a well-differentiated picture of similarities and differences between cultures, comparisons should be done at the relatively molecular level of specific items and at more molar levels, such as syndromes and other higher order groupings of items. Comparisons should also be made in relation to the types of informants, plus subject characteristics, such as age, sex, referral status, and SES. 7) Patterns of co-occurring problems should be compared between the cultures, as can be done by confirmatory factor analysis.
Cross-Cultural Findings

Inclusion of Cross-Cultural Studies
The studies included in the present overview followed the procedures oudined above and used translations of the CBCL (Child Behavior Checklist, 1991 b), and/or TP,.F (Teacher's Report Form; Achenbach, 1991 c), and/or YSR (Youth SelfReport; Achenbach, 1991 d) . We sought studies published in English that applied these instruments to samples representative of children and/or adolescents from a particular culture. However, we also included studies, such as a study of Chinese children (Weine et al., 1994) , pertaining to samples that were not fully representative of the population, but that were rigorously matched with the comparison sampie on age, sex, SES, and, in case of the Chinese study, degree of urbanization. Table 1 summarizes 14 studies of 10 cultures that were included in our overview. For brevity, we will reference these studies according to the numbers listed in Table 1 . Studies were excluded if they were not published in English (Montenegro, 1983; Lrsel et al., 1989 ) had a response rate below 80% (Remschmidt & Walter, 1990) , or used nonrandomized samples (Schwager et al., 1982) .
Results
All studies reported here employed rigorous statistical comparisons between scores from pairs of cultures. Seven studies employed subjects from a sample representative of the U.S.A. . Subjects from this sample were matched to subjects from other cultures on key demographic variables such as sex, age, and, if possible, SES and degree of urbanization. Five other studies drew subjects from a random sample of the Washington D.C. area of the U.S.A. (Achenbach & Edelbrock, 1981) . Additional studies included one where the comparison subjects were Dutch (Hellinckx et al., Ox (Achenbach & Edelbrock, 1986) ;
N --586 a P = parent; T = teacher; S = Self-Report b CBCL = Child Behavior Checklist; TRF = Teacher's Report Form; YSR = Youth Self-Report c US-East Coast sample, see Achenbach & Edelbrock (1981) US-National sample, see Achenbach et al. (1991) total problem score total problem score items total problem score iten~ total problem score (Achenbach et al., 1990 b; Weisz et al., 1989) . In all studies, the mean problem scores from one culture were compared with those from the other by analyses of variance, with SES as a covariate or as a main effect. In this way, SES effects were partialled out to control for possible differences in SES distributions across nationalities, sex, and age. In 10 studies the CBCL was used, in five the TRF, and in two the YSR.
Nationalittl Differences in Total Problem
Scores Table 2 lists the mean total problem scores reported in each study, except the French study (9), for each instrument. The last two rows list the range of mean problem scores for the two comparison samples from the U.S.A. These scores differ somewhat across the studies, because the composition of the U.S. samples varied as a result of demographic matching to different samples from other cultures.
The second column for each instrument shows the percentage of variance accounted for by significant nationality differences.
CBCL. Across the different samples, the mean total problem score for the CBCL ranged from 20.0 (U.S.-East Coast sample) to 35.4 in the Greek sample (8). The largest difference between matched samples was for Puerto Rico (1) versus the mainland U.S.A., accounting for 13% of the variance, with higher scores for the Puerto Rican sample. Of the 11 cross-cultural comparisons, six showed no significant difference between cultures.
According to Cohen's (1988) criteria for effect sizes, two significant nationality differences were small, while three were medium. All significant differences involved lower scores for the U.S.A. sample.
Several studies have tested similarities between the rank ordering of item scores by computing Pearson correlations between mean item scores in pairs of samples. These correlations (with numbers in brackets referring to studies in Table 1 ) were: 0.79 (1); 0.89 (2); 0.84 (3); 0.79 (8); 0.83 (9), 0.66 for urban Chinese, (11), 0.44 for rural Chinese (11), and 0.72 (13). Despite nationality differences in mean total problem scores, the rank order of the item scores did not differ much between most nationalities.
TRF. The mean total problem scores for the TRF ranged from 17.6 for the Dutch sample (4) to 39.0 for the rural Chinese sample (11). Of the six comparisons, four showed significant differences indicating lower scores for the comparison sample, Note: a numbers in superscript refer to studies listed in Table 1 ; b percentage of variance accounted for by significant differences in mean total problem scores for each nationality versus U.S.A. samples, except for Belgium s (compared with Dutch sample); c n.g. = not given; d n.s. = not significant; e compared with subsample of Afro-Americans from U.S. f national sample; for U.S.A. comparison samples, the range of mean total problem score is given; means differ slightly as a result of matching the U.S.A. sample on the sample from the other nationality.
with three small effects according to Cohen's (1988) criteria, and one accounting for < 1% of the variance.
YSR. The two cross-cultural comparisons of YSIL scores revealed significantly higher scores in U.S.A. mainland samples than in the samples from Puerto Rico and the Netherlands (1,10). The selfreport findings in the Puerto Rico sample contrasted with those for the parent and teacher reports, as parents and teachers scored Puerto Rican children significantly higher than mainland Table 1 : 2, 3, 5, 6, 9, 13. children. Also, the much lower scores for Dutch versus U.S. self-reports contrasted with the lack of difference in mean scores for Dutch versus American parents' and teachers' reports.
Nationalitg Differences in Item Scores
To identify items that showed the greatest crosscultural similarities and differences, we examined comparisons between item scores derived from pairs of cultures. Because U.S. YSR. scores were compared with those from only two other cultures, we investigated nationality differences per item only for the CBCL and T1LF. Table 3 lists the CBCL items that showed no significant differences in at least five of the six comparisons, as well as items that did show significant differences in at least five of the six comparisons. These items can be regarded as the least versus the most sensitive to cultural factors. Similarly, Table 4 reports the most and least similar items across cultures for the TILF. Note: G girls were scored higher than boys; all other differences indicate higher scores for boys over gifts; 1 comparisons reporting CBCL items refer to the following studies from Table 1 : 2, 3, 5, 6, 9, 13; 2 comparisons reporting TI~F items refer to the following studies from Table 1 : 4, 7, 14; 3 comparisons reporting CBCL syndrome scales refer to the following studies from Table 1 : 5, 6, 8, 9, 11 urban, 11 rural.
Sex Differences
Sex differences that are robust across different cultures may reflect factors that transcend specific cultures, such as biological factors, or cross-cultural similarities in socialization practices. To identify such differences, we looked for significant sex effects that were consistent across different cultures.
CBCL. Of the ten cross-cultural comparisons that tested sex differences in CBCL total problem scores, two showed significant sex differences (3,5). Both differences reflected higher scores for boys than girls, but accounted for less than 1% of the variance. In contrast to the minimal sex differences in total problem scores, there were numerous sex differences in individual item scores and syndrome scale scores. Among the six cross-cultural comparisons that reported item analyses, we looked for items that showed a significant sex effect in at least five comparisons. Table 5 lists the 12 CBCL items that showed consistent sex differences. On 11 items, boys were scored higher, while girls were scored higher only on item 98. Thumb sucking. Of the 11 items scored higher for boys, seven belonged to the higher order grouping of Externalizing problems, whereas the remaining four belonged to the Attention Problems syndrome, which is considered to be separate from both the Externalizing and Internalizing groupings (Achenbach, 1991 a).
The same procedure was followed for CBCL syndrome scale scores. Cross-culturally consistent sex differences were found for the Somatic Complaints syndrome (higher scores for girls) and the Attention Problems syndrome (higher scores for boys).
TRF. In four of the five comparisons for four different nationalities (Chinese rural and urban samples were analyzed separately), teachers scored boys higher than girls. Three sex effects were small according to Cohen's (1988) criteria, while one accounted for less than 1% of the variance. Table 5 lists items that showed significant sex differences in all three cross-cultural comparisons of TR.F items.
Cross-lnformant ConsJstencg in Sex Differences Across Cultures
On four items, both parents and teachers scored boys significantly higher than girls across cultures. These items were: 10. Can't sit still, restless, or hyperactive; 37. Gets in manyfights; 41. Impulsive or acts without thinking, and 61. Poor school work. Furthermore, the CBCL item 8. Can't concentrate, can't pay attention for long, on which parents scored boys Empirically Based Assessment and Taxonomy of Psychopatl~ology: Cross-Cultural Applications higher than girls across cultures, resembles TP, F item 78. Inattentive, easily distracted, on which teachers scored boys higher than girls.
SES Differences
Cross-cultural studies that assessed SES in similar ways can be used to determine which SES differences were the least culture sensitive, CBCL. Five of the six cross-cultural comparisons that tested SES effects on total problem scores reported significantly higher total problem scores for lower SES children. However, the SES effects were small in three studies, and accounted for less than 1% of the variance in two studies. Table 6 lists the items and syndrome scales that showed cross-cultural consistency in SES effects. All SES effects indicated higher problem scores for lower SES children, TRF. The two studies that assessed SES effects on TRF problem scores (4,7) reported significantly higher total problem scores for lower SES children, but both effects were small. Table 6 lists the T1LF items that showed significant SES differences in both comparisons.
Cross-lnformant Consistenct3 in SES Differences Across Cultures
As can be seen from Table 6 , parents and teachers in multiple cultures consistently scored the following items higher for low SES children: 10. Can't sit still, restless, or hyperactive; 37. Gets in manyfights, and 93. Talks too much.
Age Differences
Age had a significant linear effect on CBCL total problem scores in three out of nine comparisons (1,3,5). All three significant effects indicated higher scores for younger children, with two effects being small, and one effect accounting for less than 1% of the variance. For the TIFF, only one significant age effect on total problem score was found in five comparisons (4, 7, 11, 14) . This effect indicated higher scores for older children (1% of variance).
On the level of CBCL items and scales, no nonchance age effects were found in the Greek and French studies (8,9). Of the remaining five corn- For the TRF, no consistent age effects were detected in the three comparisons reporting age effects on item scores and/or syndrome scale scores.
Cross-lnformant Correlations
Several studies reported correlations between ratings of the same subjects by different informants. We could therefore assess the typical level of crossinformant agreement using similar assessment methodologies in different cultures. As Table 7 shows, cross-informant correlations did not differ much from culture to culture. No cross-informant correlation from any study differed significantly from the mean correlation shown in Table 7 for each pair of informants, according to Fisher's Z test.
Cross-Cultural Tests of Syndromes
We tested whether the 1991 cross-informant syndromes for the CBCL, TRF, and YSR, would replicate in CBCLs for 4,674 Dutch children (De Groot et al., 1994) . First, we determined the factor structure for the Dutch CBCL by performing exploratory factor analyses on the CBCL scores of 2,339 children constituting a derivation sample. These analyses yielded syndromes very similar to the American cross-informant syndromes, except for the Social Problems syndrome. We then scored the Dutch children on both the American and Dutch versions of each syndrome. Next, we computed correlations between the syndrome scores obtained when the Dutch children were scored on the American version of the syndrome and when they were scored on the Dutch version.
As Table 8 shows, the cross-national correlations between the Dutch and the American scales ranged from 0.82 for the Social Problems syndrome to 0.99 for the Somatic Complaints and Anxious/Depressed syndromes. Table 8 also shows the proportion of items of the scale of one country not appearing on the scale of the other country.
We used confirmatory factor analysis to test the degree to which the Dutch exploratory syndromes and the American cross-informant syndromes fitted the scores in the cross-validation sample of 2,335 Dutch children. The Dutch exploratory syndromes and the American cross-informant syndromes both fit the cross-validation syndromes equally well according to both the Goodness of Fit Index, which was 0.885, and the Adjusted Good- 
Summary and Conclusions
The empirically based approach uses standardized assessment procedures to score the behavioral and emotional problems of large samples of subjects. Syndromes of co-occurring problems are then derived from multivariate statistical analyses of problems reported for clinically referred subjects. The scores obtained by an individual can be used to determine how closely that individual's problems resemble each of the empirically derived syndromes. Scores on each syndrome and profile pattern of syndrome scores can be used clinically for targeting interventions and for evaluating changes in response to interventions.
As an example, if a clinician finds that a child is deviant on only the Attention Problems syndrome and meets diagnostic criteria only for attention deficit disorder, then attention problems would be the main focus of treatment. On the other hand, if the clinician finds that the child is deviant not only on the Attention Problems syndrome but also on other syndromes, such as the Anxious/Depressed or Aggressive Behavior syndrome, this would argue for interventions to deal with these additional problems, as well as the attention problems. Furthermore, to fully evaluate the child's response to interventions, the clinician needs to reassess not only the problems targeted for treatment, but also other problem areas as well. If we reassess only the problems that were treated, we might miss the fact that improvement in the target area was accompanied by lack of improvement or even worsening in areas reflected by other syndrome scales. By initially assessing children in terms ofa profde of syndrome scales and then reassessing them later in terms of the same profile, the clinician can pinpoint areas of improvement, worsening, and no change.
Empirically based assessment instruments offer workers in different countries a common data language for describing and analyzing problems reported by various informants. Use of the same standardized assessment procedures in different countries makes it possible to identify cross-cultural variations in behavioral and emotional problems that may point to etiological factors. For example, comparisons of problem scores for representative samples of American versus Dutch children at two points in time have shown small but significant increases among American children that were not found among Dutch children . The increases occurred across a broad range of problems reported by American parents and teache_,:s for children of both sexes, all SES levels, and different ethnic groups (Achenbach & Howell, 1993) . These findings suggest that social conditions changed for many American children in ways that contributed to behavioral and emotional problems.
Use of the same standardized procedures also enables workers in one country to profit from findings by workers in other countries. Considering the paucity of researchers who specialize in child psychopathology, an additional advantage of standardized empirically based assessment is that it can increase the critical mass of workers focusing on similar problems by providing common tools with which to calibrate their efforts.
Progress in cross-cultural calibration is indicated by translations of the empirically based assessment instruments into 40 languages and by publications of findings from 28 cultures to date. We reviewed findings from rigorous comparisons of parents' reports of children's problems in various pairings of 11 cultures, teachers' reports in pairings of 6 cultures, and self-reports in pairings of 3 cultures. Significant differences were found between some pairs of cultures, but the cross-cultural differences in total problem scores were generally small. We also idendried specific items that showed the fewest versus most cross-cultural differences, plus items and syndromes that consistently showed similar associations with sex and SES in most cultures that were compared. We found that the correlations between problem scores obtained from particular pairs of informants (parent x teacher; parent x self; teacher x self) were quite similar in multiple cultures. In addition, the cross-informant syndrome structure derived from the combination of parent, teacher, and self ratings of clinically referred American children was replicated for clinically referred Dutch children.
The empirically based approach to assessment and taxonomy provides concepts, methods, and tools that can foster international collaboration in multiple ways. This approach is compatible with diagnostic systems such as the ICD and DSM, as demonstrated by significant associations between diagnoses and empirically based syndromes in many studies (e.g., Weinstein et al., 1990; Gould et al., 1993; Chen et al., 1995) . However, rather than defining disorders according to the same fixed cutpoints for all groups, the empirically based approach focuses on the actual distributions of problem scores obtained for relevant normative and clinical samples in each country. This means that variations in problems in relation to culture, as well as to such variables as sex, age, SES, and type of informant, can be readily detected and can be studied in their own right. Systematic documentation of such variations can contribute to improving the ICD/DSM approach as well as the empirically based approach and to promoting a more effective synthesis between them.
R~sum~
Cet article rapporte une rue d'ensemble d'une 6valuation fondre empiriquement avec taxonomie illustr6 par une recherche transculturelle en psychopathologie. L'approche empiriquement fond6e utilise des proc6dures d'6valuation standardisres pour coter les probl~mes comportementaux et affectifs dont d6rivent les syndromes par analyse multi-vari6e. Les items et les syndromes sont cot6s quantitativement pour reflrter leur degr6 d'expression chez les individus, tels qu'ils sont rapportrs par des informateurs sprcifiques. Quoique l'approche pour ~valuer les probl~mes et construire des groupes taxonomiques dit~re de cel de ICD/DSM, il n'y a pas de contradictions inhrrentes entre leur module de troubles ni les traits des critrres utilis~s pour drfinir ces troubles. Des comparaisons transculturelles ont montr6 des differences relativement faibles dans les pourcentages de probl~mes et la structure des syn- 
